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Burden and associated factors for caregivers of the
elderly in a developing country
S. Sabzwari,1 A. Munir Badini 1 Z. Fatmi,2 T. Jamali 2 S. Shah 3

ٍ  وما يرتبط به من عوامل يف،العبء الواقع عىل مقدمي الرعاية للمسنني
بلد نا ٍم
 سبني شاه، تنزيل مجايل، ظفر فاطمي، عبيدة منري باديني،سنية سبزواري

املدربــون يف باكســتان نــادرون وغــر مقبولــن من
َّ كذلــك فــإن مقدمــي الرعايــة. إن عــدد الســكان املســنني يف جنــوب آســيا آخــذ يف االرتفاع:اخلالصــة
 وحــدَّ دت ارتبــاط عــبء تقديــم، وقــد ق َّيمــت هــذه الدراســة مســتوى الضغــط النفــي التــي يعــاين منــه مقدمــو الرعايــة للمســنني.الناحيــة الثقافيــة
 شــملت مجيــع، باســتخدام عينــة قصديــة غــر احتامليــة، فأجريــت دراســة مقطعيــة مبنيــة عــى االســتبيان.الرعايــة باخلصائــص املختلفــة للمســنني
 ســنة فــا فــوق وحيتاجــون إىل مســاعدة يف نشــاط واحــد عــى األقــل مــن نشــاطات احليــاة اليوميــة60 املوافقــن عــى االشــراك يف الدراســة ممــن بلغــوا
ـور الواقــع عــى مقدِّ مــي
َّ  مشــارك ًا لتقديــر العــبء املتصـ350  أجــري تقييــم لـــ.أو يف نشــاطني يعتمــدان عــى األدوات مــن نشــاطات احليــاة اليوميــة
 وكان.ـورة
َّ ) درجــات إجيابيــة عــى مقياس عــبء الرعايــة املتصـ50.3%(  وأحــرز نصفهــم.)68.9%(  كان معظــم مقدمــي الرعايــة مــن اإلنــاث.الرعايــة
 شــكلت عبئـ َا أكرب-  ذات الطابــع الفيزيائــي واملعــريف-  وإن مســتويات االعتــاد األعــى.) بعــبء الرعايــة املتصــورة0.79( للتأثــر املــايل ارتبــاط قــوي
 منْبئــات عــن وجــود عــبء أعىل عــى مقدمي-  مثــل اإلســاءة اللفظيــة وصعوبــة النــوم-  وكانــت القضايــا الســلوكية للمســنني.عــى مقدمــي الرعايــة
. يعتــر العــبء الواقــع عــى مقدمــي الرعايــة قضيــة هامــة بالنســبة ملــن يقومــون برعايــة أفــراد األرسة املســنني يف كراتــي بباكســتان.الرعايــة
ABSTRACT The elderly population in South Asia is growing. In Pakistan trained caregivers are scarce and culturally
not acceptable. This study assessed the level of stress experienced by caregivers of the elderly and determined
the association of care giving burden with different characteristics of the elderly. A cross-sectional, questionnaire
based study was conducted using nonprobability purposive sampling. All consenting participants aged 60 years
and above needing help with at least one activity of daily living or two instrumental activities of daily living were
included. 350 participants were assessed for perceived care giver burden. Care providers were mostly female
(68.9%). Half (50.3%) of the caregivers had a positive score on a perceived care burden scale. Financial impact had
a strong correlation (0.79) with perceived caregiver burden. Higher dependency levels of a physical and cognitive
nature posed greater burden on caregivers. Behavioural issues of the elderly such as verbal abuse and difficulty
sleeping were predictors of a higher caregiver burden. Caregiver burden is a significant issue for those caring for
elderly family members in Karachi, Pakistan.

Fardeau et facteurs associés pour les aidants de personnes âgées dans un pays en développement
RÉSUMÉ La population âgée d’Asie du Sud-Est connaît une augmentation. Au Pakistan, les personnels soignants
formés sont rares et non acceptés d’un point de vue culturel. La présente étude avait pour objectif d’évaluer
le niveau de stress des aidants de personnes âgées et de déterminer l’association entre le fardeau de soins et
différentes caractéristiques propres aux personnes âgées. Une étude transversale, reposant sur un questionnaire,
a été conduite en recourant à un échantillonnage non probabiliste par choix raisonné. Toutes les personnes
consentantes âgées de 60 ans et plus requérant une aide pour au moins une activité de la vie quotidienne ou deux
activités instrumentales de la vie quotidienne ont été incluses. Le fardeau perçu par les aidants a été évalué chez
350 participants. Les dispensateurs de soins étaient majoritairement des femmes (68,9 %). La moitié (50,3 %) des
aidants obtenaient des scores élevés sur l’échelle d’évaluation du fardeau de soins. L’impact financier avait une
forte corrélation (0,79) avec la perception du fardeau de soins. Des niveaux de dépendance physique ou cognitive
plus élevés rajoutaient au fardeau supporté par les aidants. Les problèmes comportementaux des personnes âgées
tels que des insultes verbales ou des troubles du sommeil constituaient d’importants indicateurs d’un fardeau plus
lourd. Le fardeau des aidants est un problème de taille pour les personnes qui prennent soin de membres âgés de
leurs familles à Karachi, au Pakistan.
Department of Family Medicine, 2 Department of Community Health Sciences, Aga Khan University, Karachi, Pakistan (correspondence to Saniya
Sabzwari: Saniya.sabzwari@aku.edu). 3End TB Project, Interactive Research and Development, Shahrah-e-Faisal, Karachi, Pakistan
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Introduction
The elderly population of South Asia is
seeing an unprecedented rise. According to the 2013 WHO data repository
(1), 6.5% of the Pakistani population is
over the age of 60. By 2050, the elderly
are expected to constitute 15% of the
total population (2). Longer life spans
are, however, frequently associated
with illnesses that cause disability and
dependence.
According to the World Health Organization, older people residing in lowincome countries have higher disability
rates, and woman are at greater risk than
men (3). Data on disability from Pakistan are scarce and do not include common impairments seen in the elderly,
such as dementia and osteoarthritis.
In Pakistan, traditional family values,
including revering elders, are still held,
and providing care and support to the
elderly is considered a social norm and
a moral duty for family members. In
the past few decades, however, joint
family systems have shifted rapidly to
nuclear families (i.e. parents and their
dependent children) (4), so that elderly family members are often cared
for by one caregiver rather than multiple relatives in an extended family (5).
Moreover, in contrast to the western
world, where professional caregiving is
the norm, trained caregivers are scarce,
expensive and at times unacceptable. A
handful of nursing homes exists, which
is not a culturally acceptable solution
for caring for the elderly (5). This changing socio-cultural system is bound to
make the burden on caregivers an issue
that will require attention at all levels, as
the physical and psychosocial effects of
caregiving are well documented (6, 7).
We conducted a literature review of
studies on caregivers and determined
the factors responsible for their burden.
Most studies identified the family as
the primary caregivers for elderly family members. One regional study indicated that spouses were most adversely
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affected by a cognitive decline in a care
receiver (8). A study of caregivers for patients with Alzheimer disease revealed
that caregivers of male patients experienced the greatest burden. The burden
of caregivers in joint families did not
differ from those in nuclear families (9).
Limited national data were available
on the characteristics of caregivers and
their burden. Anecdotal evidence suggests that most caregiving is provided
by families and mostly by women. We
assessed the burden experienced by
carers of the elderly in our setting and
determined the factors associated with
the burden of care provision.

Methods
Study design

We conducted a cross-sectional study
of a convenience sample in 2013, in
which research associates visited the
homes of a local community in Karachi
to collect data.
Sample size

The sample size was calculated with
WHO software (version 2.0) (10).
As no local data were available on the
burden of caregivers in Pakistan, a
proportion of 0.50 was used to achieve
maximum variance with an error bound
of 6% and a 5% significance level. The
final sample size was calculated to be
267. After inflation by 10% for non-responders, the sample size was estimated
to be approximately 300.
Inclusion criteria

All consenting people aged 60 years
and above who required help with at
least one or more of the activities of
daily living (ADLs) or two or more
of the instrumental activities of daily
living (IADLs) were included. They are
referred to below as “care recipients”.

Exclusion criteria

Paid caregivers and elderly patients residing in nursing homes were excluded
from the study, as these are not typical
solutions for caregiving in Pakistan.
Definitions

A “caregiver” was defined as an adult
18 years of age or older, either a family member or a voluntary worker, who
provides help with ADLs, health care
and financial and social matters to care
recipients.
“Caregiver burden” was defined as physical, psychological, social and financial
problems that might be experienced
by family members caring for impaired
older adults (8).
ADLs include dressing, eating, walking,
toileting and showering, and IADLs
include shopping, managing money,
using a telephone, arranging transport,
housekeeping, preparing meals and taking medication.
Ethical approval

Ethical approval was obtained from the
university ethics committee. Detailed,
explicit consent was obtained from all
participants. All questionnaires were
coded, and data were entered with these
codes to ensure participant confidentiality.
Data collection tools

The demographics of care recipients
and caregivers, the characteristics of care
receivers (ADLs, IADLs, co-morbid
conditions, behavioural problems) and
the duration and type of caregiving were
obtained from answers to a questionnaire, which was translated into Urdu
and then back-translated into English.
A pilot study was conducted on 10%
of the total sample size, and the results
were used to modify the questionnaire.
Caregiver burden was measured on
a five-point Likert scale of scores on a
validated 12-item “perceived caregiver
burden scale” used in regional studies
(11). This three-part scale assesses the
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impact on finances, abandonment by
the extended family and sense of entrapment as experienced by the caregiver.
(See Annex 1. Permission to use this
scale was obtained from the author).
The Cronbach’s alpha for each subscale was greater than 0.77.
Data collection procedure

Respondents were approached during
home assessments conducted in local
communities in Karachi. Households
with elderly residents were identified
from community volunteers, and research associates visited the identified
homes to administer the questionnaire
to each of the caregivers in the household. The participating families were
given feedback on caregiver stress.
Statistical analysis

All data were entered into Epidata 3.1
and analysed with SPSS version 19.
Proportions were generated for the
categorical variables gender, number
of care recipients, behaviour, ADLs,
IADLs and presence of co-morbid conditions. Mean and standard deviation

were reported for continuous variables
such as the age of the caregiver and recipient and the duration of caregiving.
The outcome variable was the caregiver
burden. The mean scores of the answers
to questions on the burden of caregivers
were calculated, and the scores were
then split from the median to form a
binary variable (burdened/not burdened). Chi-squared tests were used to
assess the associations between ADLs,
IADLs and the burden on caregivers,
with a significance level of 0.05.

Results
The socio-demographic characteristics
of caregivers and care recipients, ADLs
and IADLs and co-morbid illnesses
are listed in Table 1. The mean age of
caregivers was 47.23 ± 15.5 years. Most
of the caregivers were female (241;
68.9%), married (311; 88.9%), daughters-in-law (119; 34%) and spouses
(94; 26.8%). More than one third had
secondary education (139; 39.7%).
The mean age of the care recipients was

71.1 ± 10.1 years, and most were female
(208; 59.4%). Caregivers provided assistance for ADLs like dressing (57;
16.3%), bathing (60; 17.2%) and walking (160; 45.7%). Assistance for IADLs
was mainly for shopping (279; 79.9%),
preparing meals (226; 64.6%) and using
a telephone (163; 46.6%). One third
of care recipients (35.4%) required
help in managing money, and 33.3%
were helped in taking medication. Only
37.2% were fully mobile, while 45.7%
required assistance from the caregiver;
13.7% had an assisted device, and 3.4%
were bedridden.
The co-morbid illnesses of care recipients included osteoarthritis (220;
63%), hypertension (169; 48.4%) and
diabetes (105; 30.1%). Memory loss
was reported in 131 (37.4%). Agitation was the commonest behavioural
problem (183; 52.3%). Approximately
half the caregivers had a positive score
for perceived care burden.
The association between ADLs
and caregiver burden is shown in Table 2. Caregivers who provided help in

Annex 1. Perceived caregiver burden
Subscale 1: Imapct on finances
1

1

My financial resources are adequate to pay for
things that are required for caregiving
2
It is difficult to pay for the elderly person's health
needs and services
3
Caring for the elderly person has put a financial
strain on the family
4
If I could afford it, I would find some other way
to care for the elderly person
Subscale 2: Abandonment by extended family
5
Since caring for the elderly person, I feel that my
family has abandoned me
6
It is very difficult to get help from my family in
taking care of the elderly person
7
Others have left caring for the elderly person to
me
Subscale 3: Sense of entrapment
8
Since caring for the elderly person, it seems like I
am tired all the time
9
I feel overwhelmed by the problems I have
caring for the elderly person
10
I get very discouraged with caring for the elderly
person
11
Since caring for the elderly person, sometimes I
hate the way life has turned out
12
At this time in my life, I don't think I should be
caring for the elderly person
1- strongly disagree, 2- disagree, 3- agree, 4- strongly agree, 5- I don't know
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Table 1. Distribution of socio-demographic characteristics of caregivers and receivers and activities of daily living,
instrumental activities of daily living and co-morbid illnesses of care recipients (n=350)
Characteristic

Frequency

Caregivers
Gender
Male

109 (31.1%)

Female

241 (68.9%)

Marital status
Married

311 (88.9%)

Single

34 (9.7%)

Widowed or divorced

5 (1.4%)

Relationship
Son

64 (18.3%)

Daughter

48 (13.7%)

Daughter-in law

119 (34%)

Sibling

1 (0.3%)

Other

118 (33.7%)

Educational status
Illiterate
Primary grades 1–5
Secondary grades 6–10

29 (8.3%)
41 (11.7%)
139 (39.7%)

Higher secondary (grade 12)

67 (19.1%)

Graduate (grade 14 and above)

72 (20.6%)

Madrasah
Other
Age (years)

1 (0.3%)
1 (0.3%)
47.23 ± 15.53 (SD)

Care recipient
Male
Female
Age (years)

141 (40.3)
209 (59.7%)
71.1 ± 10.1 (SD)

Care provided
Duration (years)

14.86 ± 13.52 (SD)

Other caregivers
Yes

162 (46.3%)

No

188 (53.7%)

Other participants aged ≥ 60 years receiving care (information missing for one participant)
Yes

82 (23.4%)

No

267 (76.3%)

Other responsibilities
None

13 (3.7%)

Caring for children

23 (6.6%)

Household chores

215 (61.4%)

Caring for another dependent

12 (3.4%)

Other

87 (24.9%)

Activities of daily living
Help in changing clothes (information missing for two participants)
Yes

57 (16.3%)

No

291 (83.1%)

Help in walking
Yes

61 (17.4%)

No

289 (82.6%)
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Table 1. Distribution of socio-demographic characteristics of caregivers and receivers and activities of daily living,
instrumental activities of daily living and co-morbid illnesses of care recipients (n=350) (continued)
Characteristic

Frequency

Help in eating
Yes

31 (8.9%)

No

319 (91.1%)

Help in toileting
Yes

47 (13.4%)

No

303 (86.6%)

Help in bathing (information missing for one participant)
Yes
No

60 (17.1%)
289 (82.6%)

Instrumental activities of daily living
Help in shopping
Yes

279 (79.7%)

No

71 (20.3%)

Help in taking medicines
Yes

118 (33.7%)

No

232 (66.3%)

Help in using telephone
Yes

163 (46.6%)

No

187 (53.4%)

Help in managing money
Yes

124 (35.4%)

No

226 (64.6%)

Help in preparing meals
Yes

226 (64.6%)

No

124 (35.4%)

Help in hygiene (combing hair, cutting nails)
Yes

69 (19.7%)

No

281 (80.3%)

Co-morbid illnesses of care recipients
Diabetes (information missing for one participant)
Yes

105 (30.1%)

No

244 (69.9%)

High blood pressure (information missing for one participant)
Yes

169 (48.4%)

No

180 (51.6%)

Cerebrovascular accident (information missing for one participant)
Yes

51 (14.6%)

No

298 (85.4%)

Osteoarthritis (information missing for one participant)
Yes

220 (62.9%)

No

129 (37.1%)

Osteoporosis (information missing for one participant)
Yes

114 (32.7%)

No

235 (67.3%)

Leakage of urine (information missing for one participant)
Yes
No

73 (20.9%)
276 (79.1%)

Leakage of stools (information missing for one participant)

398

Yes

28 (8.0%)

No

321 (92.0%)
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Table 1. Distribution of socio-demographic characteristics of caregivers and receivers and activities of daily living,
instrumental activities of daily living and co-morbid illnesses of care recipients (n=350) (concluded)
Characteristic

Frequency

Depression
Yes

128 (36.6%)

No

222 (63.4%)

Memory loss
Yes

131 (37.4%)

No

219 (62.6%)

Other chronic illness (information missing for two participants)
Yes

48 (13.7%)

No

300 (85.7%)

Ambulatory status
Fully mobile

130 (37.1%)

Mobile with help of caregiver

160 (45.7%)

Mobile with an assisted device

48 (13.7%)

Bedbound

12 (3.4%)

Behavioural problems of care recipients
Agitation (irritability)
Yes

183 (52.3%)

No

167 (47.7%)

Aggression (shouting, hitting)
Yes

121 (34.6%)

No

229 (65.4%)

Verbal abuse
Yes

71 (20.3%)

No

279 (79.7%)

Low mood (sadness, crying)
Yes

138 (39.4%)

No

212 (60.6%)

Forgetfulness (information missing for one participant)
Yes

123 (35.2%)

No

226 (64.8%)

Social withdrawal
Yes

29 (8.3%)

No

321 (91.7%)

Difficulty in sleeping
Yes

126 (36%)

No

224 (64%)

Wandering (leaving home without informing caregiver)
Yes

8 (2.3%)

No

342 (97.7%)

Other behavioural problems
Yes

20 (5.7%)

No

330 (94.3%)

Perceived care burden
Yes

176 (50.3%)

No

(49.7%)
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Table 2. Associations between activities of daily living and instrumental activities of daily living and the burden on caregivers
(n=350)
Burdened
n (%)

Activities of daily living

Not burdened

P

n (%)

Help in changing clothes (information missing for two participants)
Yes

23 (40.4)

34 (59.6)

No

152 (52.2)

139 (47.8)

0.10

Help in walking
Yes

23 (37.7)

No

153 (52.9)

38 (62.3)

0.03

136 (47.1)

Help in eating
Yes

16 (51.6)

15 (48.4)

0.87

No

160 (50.2)

159 (49.8)

Yes

19 (40.4)

28 (59.6)

No

157 (51.8)

146 (48.2)

Yes

22 (36.7)
154 (53.3)

38 (63.3)
135 (46.7)

0.01

No

0.00

Help in toileting
0.14

Help in bathing (information missing for one participant )

Instrumental activities of daily living
Help in shopping
Yes

156 (55.9)

123 (44.1)

No

20 (28.2)

51 (71.8)

Yes

63 (53.4)

55 (46.6)

No

113 (48.7)

119 (51.3)

Help in taking medicines
0.40

Help in using telephone
Yes

87 (53.4)

76 (46.6)

No

89 (47.6)

98 (52.4)

Yes

86 (69.4)

38 (30.6)

No

90 (39.8)

136 (60.2)

0.28

Help in managing money
0.00

Help in preparing meals
Yes

135 (59.7)

91 (40.3)

No

41 (33.1)

83 (66.9)

0.00

Help in hygiene
Yes

25 (36.2)

44 (63.8)

No

151 (53.7)

130 (46.3)

walking and bathing had a significantly
higher burden than those who did not
(P < 0.05). The IADLs with which
caregivers were significantly burdened
were help with shopping, managing
money, preparing meals and ensuring
hygiene (P < 0.05).
Table 3 shows the correlations between behavioural problems, IADLs,
financial impact and total co-morbidity
400

and the caregivers’ perception of their
burden, for all caregivers and for the 176
who perceived that they were burdened.
Behavioural problems were moderately
correlated (0.30), overall dependence
for IADLs was weakly correlated (0.21),
and total co-morbidity was poorly correlated (0.07) (Table 3).
The financial impact of caregiving
was strongly correlated (0.79) with

0.00

caregivers’ burden (P < 0.005); thus, 28
of the 36 caregivers (77.8%) who said
that their role had a financial impact
also considered themselves burdened.
Of the 314 caregivers who found no financial impact, 148 (47.1%) considered
themselves burdened.
Binary logistic regression analysis
with adjustment for caregiver’s age,
education, marital status and length of
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Table 3. Correlation between total score of perceived caregiver burden and scores for behavioural problems, IADLs, financial
impact and co-morbidity for all caregivers (n = 350) and for those who perceived a burden (n = 176)
Characteristic

All caregivers

Caregivers who perceived
a burden

Pearson coefficient

P

Behaviour (sum of behavioural problems)

0.30

0.00

0.25

0.03

IADLs (sum of IADLs)

0.21

0.00

0.29

0.00

Financial impact (sum of subscale items of perceived
caregiver burden scale)

0.79

0.00

0.60

0.00

Total co-morbidity (sum of co-morbid conditions score)

0.07

0.08

0.26

0.00

care showed that male caregivers were
more likely to perceive themselves as
burdened (adjusted odds ratio [OR],
1.86; 95% confidence interval [CI],
1.03;3.35). Looking after care recipients
with sleep disturbances and receiving
verbal abuse were also associated with
caregiver burden (adjusted OR, 1.84;
95% CI, 0.96;3.51 and 2.43; 1.05;5.62,
respectively). Stroke was also significantly associated with perceived caregiver burden (adjusted OR, 3.03; 95%
CI, 1.34;6.86) (Table 4).

Discussion
This study fulfilled its objectives by
identifying common health problems
in elderly people residing in a local
community in Pakistan and their association with the burden experienced
by their caregivers. The most commonly
reported co-morbid conditions were
diabetes, hypertension and osteoarthritis. Pakistan is considered to have high
rates of diabetes and hypertension (12),
and both are risk factors for dementia in
the elderly (13,14), possibly accounting
for the high rates of memory loss found
in our study. Depression was also commonly reported. Depression is linked to
dementia in a complex relationship via
risk factors, symptoms and functional
decline (15).
Most of the elderly in this study did
not require help with ADLs, despite
a high burden of noncommunicable
illness. Their low level of dependence
may reflect co-morbid conditions with

few complications or of lesser severity.
A previous study also found low rates of
dependence in elderly people living in
the community (7).
The study shows that most care providers are women, consistent with our
culture, in which housewives normally
assume the role of caregiver, while male
members are responsible for earning
money outside the home to provide for
their families. The situation is similar in
other parts of the world (16). A study of
48 low- and middle-income countries
also found that women more often assume caregiver roles than men (17).
The relationship between the
caregiver and the care receiver was
predominantly a spouse or child, as
found in previous studies (18–20).
Daughters-in-law were the caregivers
in a significant number of households
in our study, as found in studies in India
and the Republic of Korea (21–23).
Even among immigrants of Indian and
Pakistani descent in the USA, daughters-in-law were the primary care givers,
adhering to the cultural norms of their
country of origin (24). Family frameworks and structures differ among
countries. Daughters almost always
leave home after marriage to take over
responsibilities in their new home; they
therefore are more likely to care for their
in-laws and less likely to be the primary
caregivers for their own parents. This
study did not show whether the burden
of caregivers is different when they care
for in-laws rather than parents.
Half the caregivers considered
that they were burdened. Similar

percentages have been found in other
studies in the Region (19,25–27). In
studies that indicated a higher caregiver
burden, the care receivers were more
dependent or had more debilitating
illnesses. As in previous studies, (18,
21,26,28), caregivers for elderly people
who were dependent for ADLs perceived a greater burden. In contrast,
another study reported that caregiver
burden correlated more closely with
the needs of the caregiver rather than
the functional impairment of the care
recipient (27).
As expected, stroke was associated with a higher caregiver burden,
probably due to greater physical and
cognitive dependence. Problematic behaviour of care recipients, such as verbal
abuse and difficulty in sleeping, were
also predictors of a greater burden, possibly by creating physical and emotional
difficulties for the caregiver. This finding
is supported by those of other studies
(24,28–30).
The strongest correlation with caregiver burden in our study was financial
constraints due to caregiving. In our
country, the majority of the population lives below the poverty level, and
there is no subsidized health care or
discounted prescriptions; therefore,
families often bear the cost of health
care for the elderly, resulting in financial
strain. This factor has also been cited by
other authors (31).
Surprisingly, in contrast to other
studies in which women considered
themselves more heavily burdened, we
found that men perceived themselves
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Table 4. Associations between demographic characteristics of care receivers and caregivers, behavioural problems and comorbid illnesses of care receivers and level of perceived caregiver burden (n=350)
Characteristic

Unadjusted odds ratio

95% CI

0.97

0.95;0.99

Age of care receiver

Adjusted odds ratio1
0.97

95% CI
0.94;1.00

Sex of care receiver
Female

1

Male

1.27

1
0.83;1.95

1.38

0.82,2.38

Sex of caregiver
Female

1

1

Male

2.16

1.35;3.43

Agitation

1.37

0.90;2.09

0.86

0.45;1.65

Aggression

1.59

1.02;2.48

1.36

0.63;2.95

Verbal abuse

2.27

1.32;3.92

2.45*

Depression

1.37

0.89;2.11

1.12

0.59;2.12

1.90*

1.08;3.36

Behavioural problems

1.06;5.65

Memory loss

1.83

1.17;2.86

0.84

0.34;2.03

Social withdrawal

1.44

0.66;3.12

2.00

0.67;6.01

Difficulty in sleeping

1.88

1.21;2.93

2.00*

1.06;3.77

Wandering

0.32

0.06;1.61

2.05

0.29;14.41

Others behavioural problems

0.31

0.11;0.87

0.08*

0.02;0.39

1.32

0.83;2.10

1.51

0.83;2.75

0.87

0.57;1.32

0.89

0.51;1.56

1.24

0.68;2.25

2.67*

1.20;5.98

Osteoarthritis

1.12

0.72;1.73

1.55

0.87;2.78

Osteoporosis

0.23

0.14;0.38

0.13*

0.06;0.26

Urine leaking

1.09

0.65;1.83

1.85

0.83;4.07

Stool leaking

0.44

0.19;1.00

0.20*

0.05;0.69

Depression

1.61

1.03;2.50

1.61

0.82;3.16

Memory loss

1.72

1.11;2.67

1.85

0.82;4.17

0.66

0.36;1.23

0.67

0.31;1.44

Co-morbid conditions
Diabetes
Hypertension
Stroke

Chronic illness

* P < 0.05
1
Adjusted for caregiver’s age, education, marital status and length of caregiving

as more burdened when faced with
the challenge of caring for the elderly.
This finding is supported by that of
another study in Pakistan, in which
male caregivers were more “stressed”
(32); however, a study in India showed
no difference in the stress levels of male
and female caregivers (22). In Pakistan,
caregiving is a “gender incongruent”
role for men, who are the breadwinners and primarily fulfil responsibilities
away from home. In-home caregiving
is thus harder for men employed out
of the home.
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The factors associated with caregiver burden raise concern that there
are no support systems to offer respite,
either in the form of day-care centres
or alternative care providers. There are
no financial subsidies to help families
care for their elderly. An important
question is whether caregiver burden
results in neglect of the elderly or affects the quality of caregiving in our
setting.
Limitations

While we were able to identify factors
associated with caregiver burden, we

did not examine its effects. Further
studies are required on the impact of
this burden on caregivers and caregiving. Another limitation is that this
study was conducted in suburban Karachi, and the factors associated with
caregiver burden may be different in
rural communities. Although financial
constraints were a significant source
of caregiver burden, detailed socioeconomic data were not obtained,
and the source of the financial burden
could not be explored.
As family members continue to be
the largest source of caregiving for the

املجلد الثاين و العرشون
العدد السادس

elderly, recognition of their roles and
the implications for both the caregiver
and the care receiver is essential. Physicians should recognize the needs of
caregivers, in addition to providing care
to their elderly patients. Both informal
and formal support systems should be
in place for caregivers. Establishing alternative care services and educational

املجلة الصحية لرشق املتوسط

programmes to create awareness of
caregiver burden would help in dealing
with this issue of increasing importance.

Conclusion
Caregiver burden is a significant issue for those who care for elderly

family members, financial constraints
being a strong factor. In view of the
growing number of elderly people and
the high caregiver burden found in our
study, physicians should recognize and
advocate for caregivers in order to ease
their responsibilities.
Funding: None.
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